The recovery of the renal proximal and distal tubular sodium (Na) reabsorption was evaluated by analysis of the physiological metabolism of lithium reabsorbed by the renal tubules in a patient with toxic interstitial nephropathy. Administration of glucocorticoid facilitated the rapid recovery of the proximal tubular Na reabsorption (-0.63 to 3 mmol/min for 2 wk) followed by recovery of phosphate reabsorption (51 to 82% for 2 months). Distal Na reabsorption was not altered for 2 months. Although Li clearance has been previously performed in healthy volunteers, we could differentiate the recovery of the proximal and distal renal tubular function even in a diseased patient.
CASE REPORT
A 45-year-old woman who suffered from rheumatic synovitis for 10 yr, was administered the nonsteroidal anti-inflammatory drugs, ibuprofen and diclofenac (NSAIDs). During the 3 yr period of treatment, serum creatinine (Cr) increased from 0.7 to 4.2 mg/dl with proteinuria and hematuria. Acute tubular damage was thought to be induced by NSAIDs and she was admitted to our institute. No signs and symptoms were recognized at admission except for mild arthralgia.
Laboratory data is shown in Table 1 . In addition to an increase in serum creatinine, the urinary excretion of^-microglobulin was remarkably high, and the results were positive for the in vitro allergic test for NSAIDs. These data strongly suggest that the observed interstitial nephritis was induced by the administration o f NSAIDs.
No abnormality was found in serum Na, K, bicarbonate or Ca concentration. n these formulas CH2q is free water clearance independently measured in maximumwater diuresis, CNa+Kis sodium clearance corrected for distal Na-Kexchange obtained in euvolemic state as above, CCr is creatinine clearance, and Ccl is chloride clearance. The validity of these equations has been discussed elsewhere (5). Assuming that lithium is a quantitative marker of proximal sodium reabsorption, proximal and distal handling of sodium was also analyzed using the following equations (1) FLNa = CCr x PNa/1000 (mmol/min) DDNa = CLi x PNa/1000 (mmol/min) APRNa = FLNa-DDNa(mmol/min) ADRNa = DDNa-UNaV (mmol/min) Na was measured by flame-photometry and the other chemicals and minerals were measured by ordinary methods. The sample for lithium bicarbonate was rapidly frozen and measured by atomic absorption. Plasma aldosterone and prostaglandin concentrations and /32-microglobulin were measured by radio-immuno assay.
RESULTS
The clearance data of three patients with minimal renal damage (control) and one patient with ischemic renal failure (CCr matched control) are summarized in Table 2 . The values are similar to those obtained by others in healthy controls (1) The calculated values by the Li clearance method were similar to those by CH2o method (Table 2) . However, as previously discussed, the CUlO method requires two opposite situations, where maximal diuresis is needed for measurement of CH2O and euvolemia is established for the calculation of CNa+K. Thus, the methods using Li are more convenient. tion of the treatment including the steroid, thus the lower value of CCr and the higher /32-microglobulin value maybe due to "rebound" effect. We followed the patient for 3 months to determine the recovery of these values.
In conclusion, the lithium clearance method seems capable for the evaluation of Na reabsorption in the different nephron segments in disease. The results by the Li clearance method may provide more accurate data on the Na metabolism in interstitial nephritis or acute tubular necrosis than that obtained by simple fractional excretion of Na.
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